itiated them concurrently with or following unit dose drug distribution systems. Many directors of pharmacy have assumed that unit dose systems, particularly via decentralized pharmacies, would automatically lead to a high level of clinical pharmacy practice. In most cases the technical and supervisory workload placed on those pharmacists working in the unit dose system has precluded all but a shallow clinical involvement in drug therapy monitoring and control. Somewhere amidst checking drug order transcriptions, checking medication carts, preparing IV admixtures, calling physicians on non-formulary drug requests, dealing with nurses over missing doses and figuring out whether the patient was transferred, discharged or expired, the much talked about clinical pharmacy program ran aground. The average staff pharmacist needed only half these worries to solidify his lifetime membership in the National Association of Overeducated and Underutilized Pharmacists. Even those pharmacists with a decent amount of motivation and educational qualifications were soon boneweary with the minutia of the unit dose drug distribution system. Now that the economic pinch is permeating the entire American society, a bold (for most hospitals) strategy is needed in hospital pharmacy departments if pharmacy is to make its maximum contribution to patient welfare. Those hospitals developing unit dose and IV admixture programs (this should include all) must make wise use of supportive personnel so that the energies of the professional staff are not totally consumed in the distributive functions. Directors of pharmacy should be developing professional staffs who can either manage at a high level or practice in a competent clinical manner. Perhaps the profession and the patient will be better off with a few highly qualified professionals rather than many mediocre ones. The economics are simple. The funds now supporting, for example, four dispensing pharmacists could be used to support a good clinical pharmacist, an administrative pharmacist and about three technicians. Progress and quality are far more likely in the latter situation. It is time that hospitals seek the best talent available, rather than merely employ unambitious persons. The salary and fringe benefit structure must be attractive if talented pharmacists are to be retained.
This sort of personnel adjustment must be sought by directors of pharmacy if comprehensive quality services for the patient are to be developed. It will be more difficult in the future to obtain additional personnel positions, so the utmost must be obtained from present resources. To continue to say that progress is impossible because of a lack of new funds is obviously defensive and defeatist. A bit of positive action could even do wonders in obtaining administrative support for new programs. Professional Degrees and Deans THE INCORPORATION OF SIGNIFICANT NUMBERS of pharmacy pracitioners with the advanced professional degree of Doctor of Pharmacy will lead inevitably to a breakdown in the practice of naming as deans of colleges of pharmacy those who possess a Doctor of Philosophy degree in one of the basic sciences such as pharmacognosy, medicinal chemistry, pharmacology or pharmaceutics. I do not mean that those with a Ph.D. degree will not, or should not, be selected to head a school of pharmacy for there are a number of Ph.D.'s with the qualifications and attributes required of the person who manages or administers a college of pharmacy. On the other hand, of the qualifications which prepares one to direct a professional school, the possession of a Ph.D. degree in the basic pharmaceutical sciences would fall low in the priorities of most people, in my opinion. Much higher priorities should be assigned to other qualities.
A high priority item, it seems to me, would be at least a nodding acquaintance with the complexities of a health care delivery system and pharmacy's potential contribution to it. Experience in the successful and efficient management of the pharmacy component of a health care delivery system in a major medical center should be assigned a high rating. Experience in organizing, managing, directing, financing and budgeting a complex department delivering the pharmacy component of health care in an interdisciplinary setting is another item worthy of consideration.
I do not know the exact percentage of physicians with the professional degree of M.D. nor of dentists with the D.D.S. degree who direct the medical and dental schools of the nation, but I would wager that it must be almost 90 percent. In contrast, probably less than 5 percent of pharmacy deans have an advanced professional degree, almost 95 percent of them holding a Ph.D. degree in one of the basic sciences.
I do not expect any significant change to take place overnight for several reasons. First, college faculties are heavily controlled by those with basic science degrees and this is often reflected in the composition of the search committee named to select the dean. Second, the basic science faculty would undoubtedly feel more comfortable with one of its own kind as dean because the members would feel he would better understand their research needs. Third, past patterns are very difficult to change, and so they will be in this case. Perhaps change would come more readily if the Vice President in charge of Health Affairs, or a similar university officer, considered the advantages of an individual with a professional degree to direct the affairs of the school of pharmacy and took appropriate action.
In general support of those with professional degrees to direct activities associated with health care delivery is the following quotation from Berry who, in a discussion of the characteristics of high-cost and low-cost hospitals has this to say. 1 First, with respect to the administrative background of administrators, the results indicated that low-cost hospitals were more likely to have administrators with Drug Intelligence and Clinical Pharmacy VOL 9 APR 75 medical qualifications (M.D., D.D.S., R.N.). It is of some interest to speculate on this phenomenon in terms of the probable interest, abilities, and goals of the various groups and the alternatives available to them. Since physicians (and dentists), generally, form a very competent and highly motivated group, it may be that only those with exceptional interest and ability in administration would be willing to give up the earnings and other benefits available to most practicing physicians. Registered nurses usually attain the position of administrator only after advancing through the administrative hierarchy of the nursing department. The initial pool of candidates is usually large, and comparisons can be made among individuals in comparable administrative positions, resulting in a highly competitive situation.
In contrast, the non-medical administrator group appears to consist generally of those who have drifted into the hospital field after indifferent success in other endeavors. This even appears to be true among hospital administration program graduates.
Another possible explanation for lower cost in hospitals with medical administrators is that those with medical knowledge and authority may be able to interact with the medical staff to some administrative advantage. Thus, for example, it is quite likely that medical administrators are able to resist the demands of the medical staff for additional equipment and the like in certain instances when their non-medical counterparts would not be able to do so." I am not opposed to deans of colleges of p h a r m a c y with a P h . D . in the basic sciences. But I am opposed to the practice of placing such u n w a r r a n t e d emphasis on the possession of a P h . D . degree for those to b e considered for a deanship. There are many, m a n y other attributes far more germane to selection of a dean of a professional school than w h e t h e r or not he holds a P h . D . as I was reading the January 1975 issue of the journal, that a message was being given. Loudly. 1 "* I would like to congratulate you on your timeliness in expressing these views about the role of the clinical pharmacist. However, not to be redundant, I would like to comment on Dr. Frank's editorial. I must agree with Dr. Frank's conclusions, that "we can't get there from here," but I think he missed his diagnosis. 1 The symptoms described, although they may indeed exist to some extent are not sufficient for such a harsh diagnosis of our specialty. I do not feel we have a disturbance with our "association," as for the clinical practice of pharmacy I feel we're well aware of our place as a health team practitioner. 4 " 6 We don't scorn the nurse, but we may scorn the incompetent nurse. I don't see us as trying to "mimick" the physician, but rather trying on a better fitting hat. In the understanding of the biology of schizophrenia one is aware that several states can mimick this disease, particularly prolonged sleep deprivation; cannot the same be said about clinical deprivation? The necessary 'affect' for a successful diagnosis is not present either, for what is illogical in our wanting increased professionalism, liability, and recognition of our expertise. And while our curriculum and continuing education may be dream-like (autistic) to some, I feel we put a lot of 'real' effort into our education, with only a beginning of understanding and with much more to come. Are not catatonic behaviors more often correlated with manic depressive illness, heaven forbid! Now before I become too negative, let me say that Dr. Frank has drawn attention to an excellent analogy, but not a diagnosis. One of the hallmarks of schizophrenia is the delusion of grandeur, but remember with delusions (as opposed to illusions) nothing is there! What we need is to dump our abundance of 'clinical deprivation' and I suggest the reader to reread the letter submitted by my classmates. 3 If pharmacy won't support us, then obviously we will have to support and promote ourselves.
